approaches the actual volume. (3) The spread of the curve is increased. (4) The appearance time is decreased.
The Professorial Medical Unit PRESIDENT'S ADDRESS By M. L. ROSENHEIM, C.B.E., F.R.C.P.
THE Haldane Commission on University
Education in London, in its report issued in 1913, recommended the establishment of wholetime units in several schools. In the evidence given before this Commission by Abraham Flexner, and quoted in the Goodenough Report, appear the following criticisms of medical education in 1913:
"Clinical teaching in London remains an incident in the life of a busy consultant" and "No certain reward stimulates the young physician to engage in original work. His cue is faithful routine. In consequence his preliminary scientific training goes largely to waste."
Following the publication of the Haldane Report, the Faculty of Medicine in the University of London, at a meeting held in 1914, expressed the opinion that ". . . The University atmosphere would be best created in a Medical School by the encouragement of those who seem to possess the necessary qualifications to pursue research untrammelled by the necessity for earning their daily bread, and that this end could be obtained with the least disturbance of existing methods by the appointment in each Medical School of one or more professors of advanced medical su'-jects. These professors should devote considerable time to the organization of research, and should give a certain amount of teaching of the academic type. The more technical aspects of the student's education would be left in the hands of the present clinicians, who should be encouraged and aided in their endeavours to advance the knowledge of the subject which they teach".
University College Hospital and Medical School accepted proposals put forward by the University for the establishment of medical, surgical and obstetric units, each directed by a whole-time professor, but the war intervened and it was not until 1920 that clinical professorial units were started in several of the London medical schools.
Nearly forty years have passed since these units were founded with the objects of the integration of teaching, the encouragement of research and an attempt to bring the teaching of medicine into line with that of other scientific disciplines in the University.
At the time of the Goodenough Report, in 1944, only five out of the twelve medical schools in London had full-time professorial undergraduate chairs in medicine and there were only three such chairs in the provincial schools of England and Wales. To-day eight of the London schools have such chairs, one has a chair of experimental medicine, while one of the remaining three has established a medical unit to which, in due course, a professorial chair is likely to be attached. In the provinces there are now eight whole-time undergraduate chairs of medicine, and during the same period wholetime chairs have been established in many of the medical schools throughout the Commonwealth. This is an impressive change, and whole-time units are now generally recognized as playing an important role in undergraduate and postgraduate medical education, though their function and responsibilities are not always appreciated and are sometimes misunderstood.
I should like to take this opportunity of paying tribute to Professor T. R. Elliott who, as the first whole-time professor of medicine at University College Hospital, directed the medical unit there for some twenty years. While Sir Thomas Lewis was widening the scope of clinical research, and demonstrating the possibility of scientific experiment on man, T. R. Elliott was shaping the future of academic medicine in this country. The ever-increasing number of professorial units, and their record of teaching and research, bear eloquent testimony to his vision, enthusiasm and guidance.
There are, I believe, four main duties of such a unit:
(1) Care of patients.
(2) Research.
(3) Undergraduate teaching.
(4) Training of postgraduate research workers.
Care ofPatients
There are striking differences between the professor of medicine in Great Britain and those on the Continent or in the United States. Here the professor is not in charge of the whole medical clinic, but is a physician to the hospital in line with his part-time colleagues, though he usually has more beds under his care. I am, myself, in favour of this system.
The number of beds allotted to the unit should be sufficient to provide the professor and his established staff with adequate clinical experience and research facilities. If the assistants on the unit are to be given gradually increasing clinical responsibility, if students are to be given sufficiently wide experience of medicine and if a number of beds are to be set aside for research into certain specific diseases, forty to fifty beds should prove sufficient. Such a firm will require two registrars and two house physicians who are normally provided by the hospital.
The medical unit must always aim to set a very high standard of medical care. I am a firm believer in the importance of the continuity of medical care and cannot reconcile myself to the American system under which the immediate care of the patient is in the hands of the resident, with a rotating team of interns, while the senior staff go on "full duty" with charge of a ward for two to three months at a time. It is true that such a system does permit more doctors to have the privilege of charge of beds and frees time for research, and that an exchange of duties among assistants on the unit is necessary from time to time, but I doubt whether frequent changes are to the advantage of the patient, the ward or the junior staff.
The assistant on the medical unit must receive gradually increasing personal responsibility for the care of patients. This will, at first, be in the outpatient department, later he may be given a few beds for his special research cases and ultimately he should have general beds of his own. It is vitally important, on a large unit with many assistants and research assistants, that it is always made quite clear who is in charge of any individual patient, and that that doctor should direct treatment and discuss diagnosis and progress with the patient. The patient will be seen by many other people, including the professor, but the line of contact must be clear and must be respected, or else the patient will suffer. The patient undoubtedly benefits from free discussion of diagnosis and treatment by members of the staff, but he must know who is his doctor and he must be seen regularly by him. We do not always pay sufficient attention to ensuring that the patient knows who is who in the hierarchy of the ward.
The care of the patient must always come first.
The unit must acquire a high reputation for the practice of medicine, and I would, of course, include here the social care of the patient. Unless this is so, not only will teaching suffer, but the unit will be regarded as a place where research is more important than the patient. Interest in special diseases necessitates the establishment of clinics where the progress of patients can be observed. Such follow-up clinics have often been started as part of a research project and have proved extremely valuable. One of the main duties of an academic unit is the application of new knowledge to the practice of medicine. This may involve the investigation of new laboratory procedures or the trial of new methods of treatment. Once a new test has been proved of value, it must be taken over by the hospital laboratory, while a special clinic which becomes firmly established should also pass from the control of the unit to that of the hospital. Otherwise the man-power of the unit Soon becomes absorbed in routine duties.
The ward sister in a professorial unit is a most important person and has a vital, but difficult, role to play. While she must try to help the various members of the unit in their special projects, in balance studies, special investigations and in the trial of new drugs, and must be accurate and scientific in her observations, she must always see that the patient is not over-taxed, over-examined or questioned, and that he or she gets sufficient rest. The ward sister is an essential member of the team and must be kept informed of all that goes on.
Teaching
In England the professorial unit would never claim to hold the prerogative of teaching. Traditionally a great deal of teaching, both in the wards and lecture room, is done by our parttime colleagues, many of whom take endless trouble over their work. An increasing number are, of course, specialists, with highly expert knowledge of certain aspects of medicine and complex methods of investigation and treatment and many devote a major part of their time to their hospital work. The place of the specialties in undergraduate teaching is still unsettled. In so far as the student sees sick patients fully investigated, and sees research in progress, he cannot fail to benefit from clerking to a special firm, but he should not be exposed to the teaching of detail that belongs to special postgraduate study. This is a difficult problem, and the allocation of students for their clerking must be carefully controlled.
The professor may organize the set teaching in the school, special demonstrations and conferences, but bedside teaching remains allimportant and cannot be directed or supervised. The professor should try to integrate the curriculum, should be able to introduce experimental teaching methods and should ensure the teaching of the scientific background of medicine. To this end, I believe that the organization of the introductory clinical course is one of his most important duties.
The whole-time staff have the best opportunity of contact with members of the preclinical departments and such contacts must be encouraged, with the exchange of ideas, combined research projects and, of course, co-operation in teaching. We are fortunate, at University College Hospital, in having a senior lecturer in applied pharmacology and therapeutics who is attached both to the Department of Pharmacology and to the Medical Unit, while we also have close and effective contact with the biochemists and with the department of genetics. Most professors during the past year have been involved in that ancient, but somewhat overrated, pastime of trying to revise the curriculum. The new regulations of the General Medical Council give wide scope for experiment in medical education and I hope that universities and schools are really going to experiment. A major difficulty in education is the impossibility of devising a controlled trial. Something will, however, be gained if medical education ceases to be a "double blind" procedure, and if both teachers and students observe and report on the results of such experiments. While the curriculum has changed very little, the actual education that the medical student of 1959 receives has altered markedly from that of 1929, mainly in the realization that both the patient and the student are human beings under stress and that personal relationship plays a large part in the treatment of both.
The main contribution that the whole-time unit makes to medical education is by research. We are, or should be, training students in scientific methods and criticism and so preparing them for the advances that are to come. They must understand how such advances are brought about, how clinical problems can be scientifically investigated and new drugs accurately tested, and they must appreciate how relatively little of our present knowledge rests on sure scientific foundation. It is by association with people engaged in research, by being present at clinical experiments and by seeing new methods of treatment under trial, that this attitude of mind is formed. The participation of students as subjects in clinical experiment is of great educational value, but I would stress the term participation, which implies a clear explanation and discussion, once the experiment is over, of its objects and results. The ethical aspects of clinical experiment and trial, both on patients and students, must always be freely discussed, and must always remain the ultimate responsibility of the professor.
The Staff
The staff of a unit consists of the established university assistants, of research assistants from this country or overseas, non-medical graduates and technicians.
Each unit normally has a fixed establishment of university assistants, and their welfare, education, promotion and future form one of the main professorial duties. It is now generally agreed that a unit requires a second-in-command, a deputy director, reader or senior lecturer, who is of consultant status, and who has full charge of beds and can assume direction of the unit. The unit of the future may well need both a professor as director, and a research professor, as well as a number of senior lecturers. While the reader has a lifelong appointment and receives full staff status, the first assistant or senior lecturer, usually a five-year appointment, receives an honorary contract as a consultant in the hospital, but is not regarded as of full staff status. Even if not given such status in the hospital, senior lecturers should play a part in the school organization and should be active members of departmental committees.
Selection of Staff
At a time when opportunities for advancement in clinical research or in academic medicine are limited, the appointment of an assistant to an established university post is a major step. Such appointments now usually go to people who have demonstrated their ability to do research, and who have often been qualified for five years or more. Even though the appointment is officially renewable (and therefore terminable) annually, it is a mistake to appoint an untried man to such a post. Granted that the new assistant has already shown his ability, and he must of course already be a Member of the Royal College of Physicians, there is much to be said for making the appointment for an initial period of two or even three years. This allows the assistant time to settle down and to undertake some long-term investigation, while it places a barrier ahead when his future must come up for serious review. Annual reappointment tends to be casual and automatic, and the assistant may become relatively senior before his capabilities and future are discussed. A longer original appointment provides him with a period of security and the knowledge that reappointment for a further term will only occur if he has made good.
If only more senior men are appointed to established posts, provision must be made for training the younger. Every academic unit should be able to carry 3-4 junior research assistants, and funds should be available either from internal research funds or from outside sources to enable the professor to test out young men with ideas. Such research assistants may come straight from pre-registration posts, or may have completed some years as registrar.
Money is no longer the limiting factor to recruitment for research. The Medical Research Council has scholarships for training in research, and also makes grants to established workers to enable them to have assistance. The problem is one of selection. It is as difficult to select the good research worker from among recently qualified doctors as it is to select good students from the applicants for admission to medical schools. In both cases, the good man usually selects himself. The future clinical scientist has often already had some research experience in the basic sciences, or has become interested in some problem and presents himself with a request for opportunity. In every batch of clinical students there are some who have spent an extra year on a preclinical subject and who have some research experience, and such students should be encouraged, whenever possible, to maintain their interest in research during the clinical course.
I believe that every registrar should be encouraged to have some research project. This may be the testing of a new drug or the elucidation of some physical sign, or he may work as a member of a team tackling some more complex problem. The physician of the future should have insight into the difficulties, as well as the satisfaction, of research. The academic units can do much to foster research among registrars, and from their ranks may come recruits for further training.
The junior research worker may have a skill ready to apply, but more often he will need apprenticeship and guidance. He may have some specific problem in which he is interested and may be anxious to "go it alone", but it is often better for him to start by working with a more experienced person, learning methods and techniques. He must remain clinically orientated, for he may well find that he has taken the wrong turning and may wish to return to a clinical post. Even though his work lies in the laboratory, he must be encouraged to join discussion rounds in the wards and at least once a fortnight should accompany the professor or his deputy on a full ward round. Attendance at grand rounds should be considered as important as the monthly meetings to discuss research projects.
After one or two years the young research assistant may be ready to take advantage of the Medical Research Council clinical fellowships in research, and may go to spend a year or more working under an expert in a preclinical or clinical department before he returns to the unit as an established assistant.
Here I should like to digress for a moment, to point out that while units differ in their size and form, they fall into two main groups as regards research activity: the unidirectional and the diffuse. In some units almost all research is directed at one major problem, while in others each assistant has his own special interest, though these often overlap and allow team work. I believe that the latter affords more scope for training young men, and it certainly makes for more interesting and lively discussion in the wards.
To return to the established assistant, appointed after a period of trial, already equipped for research, with a problem he wants to tackle; while he must be given increasing clinical responsibility, he must have adequate time for research, and must be provided with adequate space, with the equipment he needs and with technical assistance. If he is to do effective research, teach and accept some clinical responsibility, he must have either the full or part-time help of a technician. Later, a graduate biochemist or biophysicist may be needed to complete his team. He must himself be experienced in all the chemical or electronic methods that he uses, but he should be able to pass work of a routine nature to a reliable assistant.
So far, so good; but what of the future of these established assistants? They must, in due course, move on or all recruitment and promotion will cease. Some will become consultants in either teaching or non-teaching hospitals, but many wish to remain in academic medicine, in clinical research and teaching.
In his memorandum to the Goodenough Committee, Sir Thomas Lewis, discussing the recruitment of workers and the organization of research, stated that: "When a worker has proved his research ability, has chosen research as a career, and has been accepted for such, he should be given reasonable security in this career. This means that he must be able to see before him the prospect of increasing facilities and responsibilities, provided by appointments, until he reaches a level where his abilities find full scope and where his remuneration is adequate."
One of the major problems at the present time is the limited number of posts to which the trained research worker in medicine can graduate. These include full-time academic appointments (and these are slowly increasing in number) and research posts in Medical Research Council or other special units. There are, unfortunately, too few posts in which the responsibility of the care of patients is combined with the opportunity and facilities for continued research.
The majority of doctors who, at the age of 26-28, embark upon research, are not aiming at a full-time research career. They are interested in clinical medicine, in the work of the physician, and would ultimately like to hold an independent post with clinical responsibility and the opportunity of research. It was this type of post that many of us hoped to see established by the National Health Service, and which we still hope may be encouraged and supported by the Clinical Research Board. It is the existence of such posts, in abundance, in the United States that is one of the main reasons for the vitality and rapid advance of American medicine. Every university hospital in America has a body of young physicians who devote the major part of their day to research.
Medicine is advancing more rapidly than ever before, new fields are opening up, new methods of investigation and treatment 'appear daily, but such advances and their application depend upon men trained in research and equipped with special techniques. In this country we are training an increasing number of first-class men. We are encouraging them to devote themselves to the investigation of vitally important, but intricate, problems, but we are not providing sufficient senior posts to which they can graduate.
Many are unlikely to continue indefinitely in research, but when they are first appointed to the consultant staff of a hospital, be it a teaching or non-teaching hospital, they should be given time and facilities for research. Otherwise their expensive training is wasted. There is a great need for such posts-part-time clinical and part research, and this need is not appreciated by our Boards of Governors or Regional Boards. In their absence, we are not making proper use of the men we train.
Professor Peart (1958) It is not easy to analyse these figures in detail. Professor Peart points out that in ten years, 50 % have moved on to consultant posts, 25 % to more senior academic posts and 17 % have emigrated.
If we take the 113 who have advanced from the 15 undergraduate medical units, this gives a 29 699 turn-over of 7-5 men per unit in ten years, or 3 men leaving each unit every four years, which is a surprisingly high figure. Some 50%, however, of the trained workers go to posts in which they are unlikely to continue to do research. It should be possible to provide such men with time, laboratory facilities and salary to allow them to continue, at least for five years, work which can only be to the benefit of the hospital to which they have been appointed.
We cannot analyse further the fate of those who have emigrated, but some have gone to academic posts in the Commonwealth or in the United States, to posts for which they are admirably suited by their training.
We have, of course, a duty towards the Commonwealth and this brings me to the last major point which I want to discuss-the relationship of the academic unit in this country to schools overseas. I am sure that we would all agree that professorial units should, within the limits of their facilities, welcome research workers from overseas, postgraduates who come to join in research and who often contribute greatly to the work in progress. Such visitors, from the Commonwealth, from Europe or from the United States are usually financially supported by their own University, by the British Council or other fellowship and, provided that they settle down to work, they present no problem. We welcome them and we learn from them. We would also, I am sure, agree that young doctors who come to this country only to study for higher degrees or to obtain clinical experience, should not be attached to academic units. There is a third category of visitor, the senior teacher, the professor or reader from a Commonwealth university, often in one of the less developed countries, who can gain a great deal from shortterm attachment to a unit. Those of us who have seen the very difficult and different conditions under which they have to work would always welcome them and give them the opportunity of seeing how our schools are run, how the teaching is organized and what research is going on. Such a visit may prove a great stimulus not only to the visitor, but to his school on his return.
I need hardly say anything about the value of travel to the assistants on a unit, for this is now well recognized, and a year of work in a first-class department in the United States or elsewhere is an invaluable part of their training. Many of us wish that we could organize some means of exchange or secondment with the newer medical schools of the Commonwealth, but there are still many difficulties. I hope that such exchanges may become possible in the future.
There are many other problems that face the academic medical unit and the Professor of Medicine. I should like most warmly to recommend Fuller Albright's classical Presidential Address which he gave in 1944 to the American Society for Clinical Investigation. It is entitled "Some of the 'Do's' and 'Do-not's' in Clinical Investigation". In the course of his Address, Albright says: "See to it that you do not wake up some fine morning in an executive job." In other words, don't become a professor of medicine. It is difficult for the professor not to become involved, at least to some extent, in committees and administration, and while it is a fascinating and rewarding job, most professors of medicine with whom I have discussed this matter feel frustrated by the multiplicity of their duties and by their inability to do all of them effectively.
What of the future? This country requires experts in medical research as well as engineers, chemists and atomic physicists. The present rate of medical advance calls for more and more men trained in scientific thought and methods, and it is to be hoped that the Universities, the Teaching Hospitals, the University Grants Committee and the Medical Research Council will realize that we cannot afford to fall behind in medical progress or to waste the fully trained men produced in our academic units.
